A 27-year-old man was diagnosed with inflammatory myofibroblastic tumor, and multiple lymph node and subcutaneous metastases. After several administrations of anti-tumor therapy, he underwent mediastinal lymph node biopsy using endobronchial ultrasound-guided transbronchial needle aspiration (EBUS-TBNA) to confirm tumor relapse. Five weeks later, he complained of chest pain, then rapidly developed shock due to acute pericarditis. Although he was treated with antibiotics for anaerobic bacterial infection and cardiac drainage, mediastinal lymph node abscess and pericarditis did not improve. After the surgical procedure, his physical condition dramatically improved and he was treated with another molecularly targeted therapy. Tumor response was obtained and has continued for 4 months. This case involved bacterial mediastinal lymph node abscess following pericarditis due to EBUS-TBNA and the patient recovered after drainage and surgical treatment. Pericarditis associated with EBUS-TBNA is extremely rare. Resident bacteria in the oral cavity may have migrated into mediastinal lymph nodes during EBUS-TBNA and then spread to the pericardium. The long period of five weeks to the onset of pericarditis and rapid progression after that onset appear attributable to slow growth of lymph node abscess caused by anaerobic bacteria that survived insufficient antibiotic treatment after EBUS-TBNA, then lymph node abscess rupture to the pericardium. In this case, salvage was achieved by surgical drainage of the lymph node abscess and pericarditis, and long survival was obtained with further administration of anti-tumor treatment.
Introduction
Mediastinal lymph node abscess and acute pericarditis and are rare but potentially life-threatening complications. Here, we report a case of acute pericarditis caused by perforation of a mediastinal lymph node abscess after endobronchial ultrasound-guided transbronchial needle aspiration (EBUS-TBNA).
Case report
A 27-year-old man was referred to our hospital with dyspnea, tumor We therefore considered that the acute bacterial pericarditis was caused by perforation of a mediastinal lymph node abscess, which in turn was attributable to EBUS-TBNA.
Although he received meropenem, which all cultured bacteria had shown sensitivity to, mediastinal lymph node abscess and pericarditis did not improve. Surgical pericardial fenestration and mediastinal lymph node abscess drainage was therefore performed (Figure 2c ).
After the surgical procedure, his physical condition improved dramatically and he was discharged from the ICU 6 days postoperatively.
Treatment with ceritinib was resumed and tumor response was obtained. As of the time of writing, ceritinib has been continued for 4 months.
Discussion
In this case, we encountered bacterial mediastinal lymph node abscess following pericarditis due to EBUS-TBNA, and the patient recovered with drainage and surgical treatment. Pericarditis is considered to involve secondary infection by viruses and bacteria, autoimmune diseases or trauma. NSAIDs, colchicine and antibiotics are used for bacterial pericarditis [1] . When pericardial effusion increases, drainage is sometimes required.
EBUS-TBNA is a very useful method for diagnosing mediastinal and hilar lymph node metastases from a primary lung cancer [2] . Although some complications associated with EBUS-TBNA have been reported, such as hemorrhage, mediastinitis and pneumonia, pericarditis is extremely rare, occurring in 0.01% of EBUS-TBNA cases Table 1 : Previous reports that identified causative species for bacterial pericarditis due to TBNA One reason for the slow growth of lymph node abscess was considered to be the survival of anaerobic bacteria with insufficient antibiotic treatment after EBUS-TBNA and then rupture of the lymph node abscess to the pericardium.
Broad-spectrum antibiotics should be used, because mixed infection with anaerobic and aerobic bacteria is often present. In this case, we immediately used meropenem and performed percutaneous pericardial drainage, but the mediastinitis and pericarditis could not be controlled. In this case, the patient was salvaged with surgical drainage of the lymph node abscess and pericardium. In addition, the patient was able to be treated again with ceritinib and achieved long survival after these events. Surgical treatment should thus be performed at appropriate times if fever and inflammatory reactions persist after drainage.
In conclusion, care is required over the long term regarding the development of lymph node abscess and pericarditis after EBUS-TBNA. 
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